the same type, and present, on scratching, the sign " tache de bougie," and the " ros6e sanglante," we all diagnose psoriasis. And if this eruption has been preceded by one or more identical outbreaks, our diagnosis is still more certain. But if the eruption is situated more on the flexor than on the extensor surfaces, if it is asymmetrical, discrete, and above all confined to one or two patches, what are we to diagnose ?
Psoriasis may present these characteristics, but they are also those of the squamous dermatoses which, for fifty years have received successively the names of "seborrhceic eczema," "seborrhceides," and " parakeratoses," and which Darier to-day calls "ecz6matides." According to Brocq they are of a lighter red and their elements are less infiltrated. The curette never separates the last pellicle at one stroke, and when this is removed we do not see the roste sanglante of Auspitz, but a purpuric surface and cupuliform depressions, from which a little serum exudes. But these are merely shades of difference, and Brocq adds-" In making a differential diagnosis it is necessary to take typical cases."
We give way to this difficulty too often-the more easily because the treatment of the two affections is practically identical. Despite this, the prognosis in the two cases is quite different. Psoriasis will return. We bleach the patient, but do not cure him. Psoriasiform eez6matide, on the contrary, disappears, if properly treated, and does not recur. It is important to be certain and to warn the patient, or at least those around him. I hope to convince you that the differential diagnosis, although sometimes so perplexing even to the bexpert eye, is fairly easy under the microscope. But directly this problem is approached, the question broadens. If histology can establish a difference between seborrhenic eczema and psoriasis it must define and classify the former condition, on which so far there is no unity of opinion. It is impossible to treat completely a subject of such magnitude in a single lecture, but it is also impossible not to face it. After having described to you in detail the histological differences between psoriasis and the ecz6matides, I shall indicate in a few words the relations between these and eczema that the microscope reveals. Thus we shall have exactly defined this mysterious dermatosis.
Before showing you how histology has settled the long-standing dispute, it may be well to investigate how this dispute originated, and how it developed.
Your illustrious fellow-countryman,Willan, with the genius of a great clinician, applied the methods of Plenk, which classified dermatoses by their elementary lesions-truly an admirable work, on which is based the dermatology of the nineteenth century. Pioneer of a reform embracing the whole of the dermatoses, he could only take account of the most pronounced types, but bequeathed to his successors the difficult task of fitting into his classification the varieties that he (Willan) had left on one side. Much controversy, however, arose when the problem was approached, and it was necessary to modify more or less the classification that had been handed down. In psoriasis and the allied dermatoses we have a striking example of these difficulties.
Of all squamous dermatoses, psoriasis is the one in which the eruption is most characteristic; all the features are nearly identical, and each of them retains the same aspect during the whole period of the eruption. A scale is always found, which on scratching throws off a white powder; this is the socalled sign " tache de boutgie." When the scale is removed, a soft red and shining surface is revealed. This is formed by a pellicle which the last scrape Section of Dermratology of the curette removes in one piece; it is the Duncan Bulkley sign. This pellicle removed, a large number of minute drops of blood, all of the same size, glisten on the denuded surface. This is the sign " rosee sanglante" of Auspitz. But side by side with this well-defined dermatosis' there are others. Their eruptions are a little less monomorphic; their sites of election are those which psoriasis is inclined to avoid; their elementary lesions are not quite so red, and are often a little less dry. There are still others; these have always erythemato-squamous elements; some are nearly related to the preceding, but the majority resemble psoriasis only very distantly or not at all. In some the scale seems impregnated with fat, and sometimes minute, early lesions consist merely of perifollicular fatty crusts. In others the surface of the lesion is but faintly pink and covered only by small scales of powdery appearance. Thus all stages are observed from psoriasis down to the squamous eruption'calle by Willan pityriasis alba, and all these dermatoses, from the least psoriasiform to that which resembles psoriasis so closely, are evidently related; they occur on the same type of skin, they have the same distribution, and above all, their evolution presents the same uncertainties. Some are sometimes' dotted over with minute crusts, such as are seen in eczema when it is disappearing.
Others became transformed rapidly; their surface strips suddenly and begins to ooze; on the bright red base the eczematou's pits of Devergie appear as dark red points; the lesion can no longer be distinguished from weeping eczema. Is it possible that this long series, varying from psoriasis to pityriasis alba, is an attenuated psoriasis which may be accidentally complicated by eczema?
Must we here recognize only eczemas capable of assuming for a time the mask of psoriasis, or are we dealing with distinct dermatoses, neither eczema nor psoriasis, which, 'under certain influences, may indifferently assume the appearance of either?
These three hypotheses have been advanced:
(1) They are separate dermatoses, according to the first disciples of Willan, who include them in the group of pityriases next to those already established by Willan.
But how can we avoid being struck by the frequent association of these dermatoses and the sebaceous flux, and by their predilection for the regions where this sebaceous flux is most in evidence ? Plenk had already stated th'at the scales were only dried sebaceous material. Hebra made the same mistake independently, and called all these erythemato-squamous eruptions dry seborrheea. This confusion, perpetuated by Hebra, will persist for a long time; even to-day we hear dry seborrhea spoken of.
On the other hand, since the time of Biett and Rayer, eczema is no longer the eczema of Willan. Cazenave already acknowledged a dry eczema; and all the old authors of Saint-Louis recognized that the boundary is uncertain between this eczema and the pityriases. Further, the lesion, later named "seborrhcea corporis" by Duhring, had for some time been called "flannel eczema " at Saint-Louis. A step further, and all these dermatoses would come under the heading of eczema.
(2) This step was definitely taken in Englaild by Erasmus Wilson and in France by Hardy. But it was Unna who succeeded in bringing the theory into the limelight; first because he brought forward fresh-arguments, and, it seemed, tangible proofs founded on histology and bacteriology; and possibly because he coined a new word. For him all these dermatoses, ranging from psoriasis to pityriasis alba, constitute nothing more than varieties of eczema -seborrhoeic eczema.
Civatte: P8oriasis and Seborrhaeic Eczema
Here we are approaching contemporary history. The discussion opened by Unna is not closed. It may be said that it has met with as much criticism as acceptance. And, speaking only for the French school of to-day, I see its three masters, Brocq, Darier, Sabouraud, holding three different opinions with regard to this.
Brocq, who insists on vesiculation in the formula of eczema, cannot envisage eczema in the purely erythemato-squamous dermatoses. For him they are " seborrhoeides," or better still, as he has asserted that from henceforth seborrhcea will not come into consideration, they are "&more or less psoriasiform parakeratoses." These parakeratoses may become eezematized accidentally.
Darier, on the other hand, struck by the histological and clinical relations between these dermatoses and eczema, calls them "eczematides" thus recognizing at least an affinity between them and eczema. Sabouraud, on the contrary, separates them clearly and gives them their old name of "pityriasis." At the same time he does not thus designate them all. Many of these dermatoses (one-third at least, according to him) are psoriasis bacteriologically and histologically. They might be termed the "psoriasides."
(3) Indeed we find another difficulty here, quite as great as the first one. The relationship of this group to psoriasis is no better defined than to eczema; and encroachments were to be anticipated on the two frontiers. Unna had effaced the second as well as the first, and had himself decided with implacable logic to classify psoriasis with eczema, psoriasis becoming the driest form of seborrhceic eczema. We have just seen Sabouraud, on the contrary, make psoriasis encroach on Brocq's seborrhoeides. Torok, more radical still, unites all seborrhceic eczema with psoriasis; it is, he says, a more or less eezematized psoriasis. Thus he goes still further than Sabouraud, and takes exactly the opposite view to Unna.
These three contradictory theories of the old dermatologists of Saint-Louis, of whom one sees in the pityriases separate dermatoses, another eczema, and the third psoriasis, involve among other arguments the aid of pathological anatomy. Are we to consider this branch of science as bankrupt ?
Certainly not, and in my turn I am going to rely on it to show you that seborrhceic eczema--with Darier I say, the eezematides-dermatoses very nearly related to eczema, are to be separated entirely from psoriasis, and that none of Brocq's seborrhceides, or Darier's eczemnatides, should be credited to psoriasis any more than the latter category should be impoverished on their account. I have too little time at my disposal to discuss in detail their relationships with eczema. On the contrary I wish to insist upon their distinctions from psoriasis; this is the point from which we started, and it must remain the principal object of our study.
During the course of this demonstration, you will see that, if the border lines between psoriasis and the eczematides are clinically somewhat vague, they are histologically very clearly defined. But this is true only on condition that the microscope is made use of in a manner different from that too often adopted.
Why is it that so many medical men who, in their clinical examinations, multiply their investigations, study every organ and attach the utmost importance to the evolution of the symptoms, ask ingenuously that they shall be shown the diagnosis of the affection studied written clearly in every microscopical section ? The dermatoses characterized by an abnormal cellular form, or a particiilar arrangement of the cells, are not very numerous. Moreover, even in these it is not to be hoped that characteristic pictures will be found in every section. In the majority of dermatoses these pathognomonic pictures are entirely wanting. But even in this case histology is not disarmed; it will find in the mode of the appearance and arrangement of the elementary microscopical lesions, the same help that clinical examination demands in the evolution of macroscopic lesions. Let us learn to reconstruct a living image with pictures rendered immobile by means of fixatives. We shall thus arrive at characteristic histological formula for dermatoses, in which fragmentary examinations would only reveal trivial anatomo-pathological lesions, differing from one examination to another. Now, if with the microscope we thus make an analysis of psoriasis on the one hand, and of all the forms of eezematides on the other, we obtain two histological formulae which have no similarity at all between them, although the two processes thus summarized result in lesions which are almost identical.
If the terminal lesions only were looked at, there would be almost as much difficulty in the laboratory as at the bedside of the patient. But, while there the eye cannot penetrate any farther, the microscope will always reveal in some section at least one of the preceding stages by the side of the fully-developed lesion; from this the intermediate stages can be reconstructed and the diagnosis made. I will give you proofs of this assertion. First, look at this section of psoriasis; let us take it from a well-developed patch:-
The silvery scales appear as a mass of superimposed lamellae, with little adhesion between them, formed of horny nucleated cells, containing but little fat. Below this scale the stratum granulosum is absent or is reduced to a few islets of granular cells. The absence-of kerato-hyaline and the imperfect keratinization constitute parakeratosis. This is the most striking lesion in psoriasis. Here and there, between the beds of horny parakeratotic cells, masses of shrivelled polynuclear leucocytes are found, and in certain cases of psoriasis the scale is literally stuffed with these islets of leucocytes. The scale rests on a rete mucosum, in which the interpapillary portions are elongated owing to hyperacanthosis, but the epidermal strata are reduced in number above the papillai. Between the scale and the rete here and thero is seen an ill-defined cavity, full of leucocytes, mostly polynuclears. That is what Munro and Sabouraud have called the micro-abscess of psoriasis. Below this mass polynuclears are as a rule seen migrating through the rete mucosum. Corresponding to these epidermal lesions there are lesions of the derma. The papille are elongated, cylindrical or clubbed, and cedematous. The vessels are congested, and surrounded by a sheath of monoand poly-nuclear cells.
These histological lesions explain all the clinical characters of the elementary lesion of psoriasis. The cedema and infiltration are responsible for the projection of the erythematous base. The air between the horny layers makes the scale silvery, opaque and friable. The rete mucosum, being devoid of kerato-hyaline, is transparent, thus revealing the subjacent congestion, to which the reddening of the lesion below the scale is due. Finally, when this thin epithelial layer is removed by the last scrape of the curette, a small drop of blood will escape from each decapitated papilla, hence the abundance and regular arrangement of the haamorrhagic points, which form the " rosee sanglante."
Now we are going to see how this eruption develops. It is the most delicate, but at the same time the most interesting part of our study. Here A group of migratory cells emerges from a vessel at the summit of a papilla and opens up a passage through the rete mucosum, which is disintegrated by their transit. This disintegration is effected in a very peculiar way. At the point where it is about to occur, the Malpighian cells become swollen and massed together, their borders become less distinct, and there is considerable intracellular cedema. It follows, then, that the dictum of Sabouraud that " the exocytosis of psoriasis is dry and without exoserosis " can only be accepted with reserve.
In this swollen and softened mass, the emigrated cells dig a sort of tunnel for themselves, directed obliquely towards the surface, by which they ascend towards the upper layers of the rete body.
In suitable sections a sort of fissure is thus seen of more or less considerable size, according to the age of the lesion, or more probably according to the the leucocytes have not degenerated and are not seen floating in a serous fluid; they infiltrate between the cells, and, as Sabouraud has remarked, the mass is divided into partitions. I may add that in masses of moderate size, where this partitioning is not evident, the presence of numerous mononuclears prevents confusion with a true abscess. The rete, disorganized by this cellular migration, does not produce any kerato-hyaline at this spot; hence the parakeratosis; it is the origin of the scale. If there is at this point a leucocytic mass of some size, it is included between two layers of parakeratotic cells, and borne with them towards the exterior. The section will show this mass lying at varying levels in' the scale, according to whether the eviction is more or less advanced. And while the first parakeratotic focus is being eliminated, with or without a cellular nest, a new one will be formed below, and others at the side; and thus, from place to place, the element of psoriasis persists and spreads. The thickening of the scale will be proportional to the frequency and rapidity with which this process is repeated at the same points. Simultaneously the rete will proliferate more and more, but, being constantly worn away on the surface, it will only show traces of this -proliferation at the site of the interpapillary processes. Finally, in this incessantly renewed'and softened mucous body, the tunnel is no longer formed;, a little cedematous intracellular focus above the papilla, where the exocytosis is going to occur, is sufficient to give passage to the leucocytes.
You will observe that all these lesions are linked together; and it seems useless for me to attempt to attribute a special importance to one more than to another. All may equally well lay claim to the title of elementary histological lesion of psoriasis. Sabouraud gives this to the micro-abscess. When this nest of polynuclears exists, the designation is correct, but the micro-abscess is often absent. Haslund has observed this and I can confirm it. Indeed, I would add that it is merely accidental, and is only an indication of an extensive column of exocytosis. Therefore, it is this column which might be called the elementary histological lesion of psoriasis, as it is the essential and constant element. Its plume-like shape, the tunnel it often produces in the rete, and its composition, in which polynuclears predominate, give it a highly characteristic appearance, and make it an important element in histological diagnosis.
I shall pause for a still shorter time over a discussion which, nevertheless, greatly occupied the attention of the first histo-pathologists of psoriasis, namely, whether the dermatosis originates in the dermis or in the epidermis. The question can be considered from different standpoints, and therefore admits of apparently contradictory opinions. It is in the dermis that the lesion commences, since the exocytosis starts from the papillary body; but it is in the rete that it first becomes characteristic; moreover we are ignorant of the site of the agent which provokes it.
Opinions vary according to the manner in whieh a problem is visualized. This explains why so many different solutions have been given to this one with the same positive data. All the lesions I have described to you were seen by the first investigators, and it could not have been otherwise. What has changed is the interpretation that has been given them, or the importance that has been attributed to them. Haslund, in an article which exhausts the question, tries to render to Caesar the things that are Caesar's, and, wi..h regard to each lesion, mentions the name of the author who first recorded it. This really matters very little. For example, the micro-abscess seen by Schutz, Kromayer, Mantegazza, Kopytowski, will remain the micro-abscess of Munro-Sabouraud, because it is to these two authors that we owe a wonderfully penetrating analysis of the formation of the scale from the starting-point of this abscess.
We are, then, in possession of a very pliable but very exact histological formula of psoriasis. We will now in the same way work out the histological formula of seborrhaeic eczema, this protean dermatosis whose characteristics clinicians have had such difficulty in determining. As it is under its most psoriasiform aspect that this dermatosis raises the difficulties of diagnosis just recorded, it is under this form that we will study it especially.
Nevertheless, we must state at once that the microscope shows us that all the clinical forms of eczematides are constructed on the same plan, and from the same histological elements. There is no difference between them, except in so far as one or another of these elements may assume a greater or less predominance.
What do we see in a section of a very psoriasiform eczematide? A foliaceous scale, adherent, or detached during the biopsy or embedding, a scale formed of parakeratotic cells-that is to say, cells the nucleus of which is still intact. This scale contains very little fat, contrary to what one would have expected. On the other hand, it encloses droplets of coagulated serum; it is this serum, and not fat, which has given it its oily consistency. Finally c ell-nests are also sometimes included in it. Below, the stratum granulosum is absent in part or completely. The rete mucosum throws out hypertrophied processes between the papilla; but on the other hand it is often relatively thinned in the portion that caps the papilla.
So far the appearances are almost exactly the same as in psoriasis, or are even identical. There is, however, one feature that we shall often see in the eezematide, and that we have not so far seen in psoriasis: In the mucous body, intercellular cedema has disassociated the Malpighian cells and the intercellular filaments are stretched apart. This is what is known as spongiosis. In the enlarged intercellular spaces mononuclear cells, especially lymphocytes, have insinuated themselves.
In the dermis the papillae are elongated, clubbed, cedematous, and congested.
Around the vessels there are sheaths of cellular infiltration, where mononuclears predominate.
Let us pursue our inquiry by examining other sections, and we shall see how these psoriasiform-like lesions of hyperacanthosis and of parakeratosis are produced. We shall see that it is by quite a different mechanism from that which leads to the hyperacanthosis and parakeratosis of psoriasis.
Let us examine some foci of spongiosis. If we are careful to cut serial sections, we shall always see a little vesicle at the upper pole of this focus, or at least vestiges of vesiculation. This vesicle is hardly distinct in the middle of the lesion, but is much more obvious towards the margins. One will be found sometimes still more clearly defined, although much smaller and without any surrounding spongiosis right at the border of the element, in the zone of extension. Here we have the key to the whole process. As there is no spongiosis without a vesicle in the centre, whereas vesiculation can be found without spongiosis, it is evident that the vesicle must represent the initial element. Thus it is obvious that the lesion originates from the small isolated vesicle sometimes found at the advancing edge of the eruption.
Let us follow the progress step by step: Here is the primary small vesicle. It is minute and superficial, situated immediately below the stratum corneum.
It has very clear contours, and is as if hollowed with a drill in the upper stratifications of the rete. Shrivelled Malpighian cells are seen still adhering to the horny roof. These cells, probably injured to begin with, seem to have been detached roughly from neighbouring healthy cells by the pressure of lymph, which is nevertheless insufficient to rupture the remainder of the epidermis. This pressure increases, however, and the healthy cells themselves are more or less dissociated; hence spongiosis is produced around the primary small vesicle, which often increases in size a little at the expense of this spongiosis.
Large mononuclears and lymphocytes pour into the vesicle and the surrounding area of spongiosis. Normal keratinization is impossible above this spongy mass; desiccation therefore takes place, and the diseased Malpighian islet is cast off in the form of a squamous crust, that is to say, of a mass of dried cells and droplets of coagulated serum. A very slight superficial area of spongiosis will produce a chip of almost dry parakeratosis; a large mass much infiltrated will be transformed into a thick squamous crust, impregnated with serum. Below, the rete reacts and becomes hyperacanthotic, as in psoriasis, in proportion as the process is repeated.
If the lesion spreads from place to place, we shall see the same phenomena repeated at the margins. In the centre, however, in this epidermis, incessantly changed and deprived of its horny layer, the primary small vesicle is hardly seen; it will appear only as a flattened ill-defined vesicle in the middle of a rete, no longer spongy, but made homogeneous by the intracellular cedema. Then only outlines of vesicles will be seen, and finally all vesiculation will cease. The upper Malpighian strata will dry up over considerable areas, and will form large strips of parakeratosis all in one piece. When these strips are not too much impregnated with serum, the scale thus constituted will be nearly identical with that of psoriasis. Now if, as we did with psoriasis, we wish to select those lesions whicb best characterize the eezematides, at least if it is a question of contrasting them with psoriasis, it seems to me that these are the two kinds of vesicle; the large, ill-defined vesicle that Sabouraud saw in his pityriases, and in which, as I have just shown you, we find principally mononuclears; and, preceding this, the primary small vesicle.
I will mention, in passing, that Brocq, whose eye nothing escapes, divined the existence of these microscopic vesicles and their pathognomonic value; he sees them as cupuliform depressions when he scratches the surface of the element with the curette.
From now onwards we can compare our two histological formule. They can be contrasted feature by feature.
In the eczematide: Mononucleosis, vesiculation and spongiosis (that is to say, above all, intercellular cedema).
In psoriasis: Polynucleosis, no vesicle, but a rupture of the rete mucosum; intracellular cedema much more than intercellular, and little or no true spongiosio.
You see that it is not in the scale that I invite you to look for the elements of your diagnosis. You will find nothing more there than the effaced impression of a delicate process that must be caught at its inception, and consequently in the rete. Does this mean that the diagnosis will always be clear at first sight? Certainly not; for sometimes it will be necessary to examine several sections before finding the tunnel or crevice in psoriasis. And if the section is not cut in line with the axis of the tunnel, one might hesitate in distinguishing between the crevice of psoriasis and spongiosis. It is the presence of large cedematous Malpighian cells and the abundant polynucleosis, therefore, that determine the diagnosis of psoriasis.
A double cause of error may still further complicate your task: on the one hand, the eczematide may become infected and be invaded by pol;nuclears; and on the other, there are cases of psoriasis which become "eezEmatized." These difficulties are not, however, insurmountable. The presence of inumerous lymphocytes among the polynuclears; the invasion of the rete by the latter in abundance and no longer in little columns; their presence in the scale in large sheets and not in small masses are all arguments in favour of the diagnosis of infected eczematide. As for eczematized psoriasis, you will recognize it with certainty by the presence in the same section of lesions characteristic of both dermatoses.
Nevertheless, these complex cases are of necessity in the majority. Generally the microscope easily removes all doubt. I will give you two examples. In these two cases the clinical diagnosis rested between attenuated psoriasis and slight psoriasiform eczematide. To the eye the two lesions were the same: a rose-coloured spot with slight scaling. The sign of "tache de bougie" and that of Auspitz were uncertain. This is what the microscope revealed:
The first case was psoriasis. There were the tunnel and the polynucleosis. The patient was therefore liable to incessant relapses whatever one did.
The second was a psoriasiform eczematide. There were the vesicle and the mononuclears. The patient should recover completely under appropriate treatment.
Here is, then, a group of squamous dermatoses strikingly elucidated by histology, in which clinical examination vaguely suggests only something other than psoriasis, but is unable to establish a clear differentiation between what should be and what should not be accepted as psoriasis.
Let us glance backwards and sum up the poinlts established. I see three at once :-(1) First of all we have proved that psoriasis has a histological formula apart, which cannot be compared to any other. And we separate this dermatosis clearly from the eezematides, in contradistinction to Unna, who included all with eczema.
(2 Then, continuing, we have seen that there are cases of weeping psoriasis, so that, up to a certain point, Tor6k and Sabouraud were right in considering as such certain dermatoses, which numbers of dermatologists would have labelled " seborrhceic eczema," in view of the weeping.
(3) Finally, we have convinced ourselves, on the other hand, that it is paradoxical to include with psoriasis all the seborrhceides of Broeq, like Tor6k, or even a large number of them, like Sabouraud.
To summarize, the microscope traces a clear frontier for us between psoriasis and the eezematides, and apportions the contested territories without any possible grounds of appeal.
Besides these three points which we have demonstrated in detail I perceive also the premises of another discussion. It has been agreed that we shall not leave it entirely on one side, since it must lead to the complete definition of the eezematides. I shall just touch upon it.
We have discovered that the primary lesion of the eezematides is a very characteristic small vesicle. Unna, and then Holland, appear to have observed this small vesicle in Gibert's pityriasis rosea; and Sabouraud has seen it and accurately described it. For my part I, too, have seen it; and, moreover, have always found it in all eezemas. Therefore, although histology raises a barrier for me between psoriasis and the,eezematides, it pulls down the one which-up to the time of Unna-tradition had left between these dermatoses and eczema.
Just now we saw that elementary lesions, of different origin,-give rise to the same terminal complex lesion in psoriasis and the eczematides. Inversely, I could show you that the same initial lesion produces different end-results in the eezematides and eczema. To confuse two dermatoses under the pretext that they originate from the same lesion, or because they arrive at the same terminal lesion, is to form an opinion that is wrongly based equally in the two cases. Nevertheless I admit that a common origin creates a relationship. And with regard to this, if I reject the complete confusion implied by the doubly unfortunate term " seborrheeic eczema," I find that the name " eezematide," proposed by Darier, is perfectly suitable; it does not assimilate the two affections, but it indicates their affinities.
Moreover, what is the great value of anatomo-pathological resemblances and differences ? This brings us back to our subject, in conclusion: What is the meaning of this demarcation established by histology between psoriasis and the psoriasiform eezematides ? Must we see in it the proof that it is a question of two different diseases ?
This throws us into the domain of pure speculation. Each epoch brings with it its own conception of the disease. Since the days of Pasteur we have endeavoured to define diseases by their causes and no longer by their lesions. A priori, an anatomo-pathological difference proves nothing in this respect. But even on the still uncertain ground of aetiology, the differences we have just verified under the microscope can guide us a little. The initial subcorneal lesion of an eczematide immediately evokes the hypothesis of surface infection. The lesion of psoriasis, on the contrary, if it does not exclude this interpretation, is more easily explained by the action of a virus, or of a toxin coming from within. This conception of the two dermatoses agrees precisely with what we have seen clinically. The incessant threats of relapse in psoriasis, in spite of local treatment, the lasting cure of an eczematide by external treatment, and above all by the exfoliation provoked by strong reducing agents, are explained perfectly by the double hypothesis to which anatomo-pathology has already led us. This is, then, a reason for attributing very great importance to the indications supplied by histology, even in the matter of aetiology,-and of regarding them as valuable arguments, if we wish to look upon psoriasis and the eczematides not only as two distinct syndromes, but as two different diseases in the precise meaning we attribute to-day to the word " disease."
